Results: A total of 502 women intended to labour or birth in water; 199 (40%) did not and 303 (60%) did. The majority of women using water immersion (179 of 303; 59%) birthed in water. Multiparous women were more likely than primparous to birth in water (73% vs 46%; P < 0.001). Women who birthed in water were at increased odds of: a first stage labour ≤240 min (odds ratio (OR) 2.56, 95% CI 1.34-4.87, P = 0.004); a second stage ≤60 min (OR 3.53, 95% CI 1.82-6.84, P < 0.000); a third stage labour of 11-30 min (OR 2.15, 95% CI 1.23-3.78, P = 0.008);
INTRODUCTION
In the United Kingdom (UK) the number of women giving birth underwater increased from 4% in 2010 to 9% in 2015. icies. 2 Additionally, no national body collects waterbirth data.
Brief history of waterbirth
The origins of waterbirth are unknown. There is evidence ancient Minoans on Crete used a sacred temple for waterbirth. 3 However, the first recorded written details of a waterbirth took place in France in 1803. 3 More recently, Michel Odent popularised water immersion for birth in the early 1980s. 4, 5 Official acceptance of waterbirth in the UK came with the 'Changing Childbirth' report which recommended birthing pools be available in all maternity units.
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Professional statements
The use of water during labour and birth is incorporated in the UK Midwifery Rules and Standards. 
Evidence summary
Research from observational studies, 
Pools/baths
Many birth/tertiary obstetric centres have a fixed specially designed birthing pool. Additionally, women may hire their own birth pool. Only ordinary tap water should be used to fill the pool with no additives such as essential oils. The pool should be filled to the woman's axillae when she is sitting in the water and her vulva/ perineum must be completely submerged for birth. If the pool becomes heavily contaminated the woman should leave the pool while the water is changed and the pool surface cleaned, otherwise a sieve is used to remove faecal contamination. The woman is encouraged to leave the pool to urinate. The water temperature
should not exceed 37.5°C. It is vital there is appropriate equipment to assist with immediate evacuation of the woman from the water.
Intrapartum
In addition, to the antepartum inclusion criteria there are additional criteria that must be adhered to for labour and birth. 
Education skills and training
An integral component of the eligibility criteria for maternity units providing water immersion is the education, skills and competency assessment processes for midwives who provide this ser- 
MATERIALS AND METHODS
The aim of this retrospective audit of clinical outcomes was to evaluate the antenatal, intrapartum, neonatal outcomes of women who intended to use immersion in water for labour and/or birth.
The study was conducted between July 2015 and June 2016 at the sole tertiary public maternity hospital in WA which annually has approximately 5200 births. At the time of the study, women wanting to labour or birth in water were cared for by midwives working within a low-risk midwifery continuity of care caseload model,
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based in a birth centre, a building adjacent to the tertiary obstetric centre. Ethics approval was granted (2016127QK).
Inclusion criteria
All women who planned to labour or birth in water and had signed an 'Agreement for use of water for birth' in pregnancy were included in our analysis. This meant if an agreement to birth in water was signed at the beginning of pregnancy and the woman became high risk in pregnancy she was still included in our first analysis (those who laboured in water and those who did not), but not the subsequent analyses (for example those women who laboured in water comparing those who birthed in water and those who did not and primiparous and multiparous women who used water immersion in labour). Therefore, the women who were not removed in the first analysis were a homogenous low risk group.
It was necessary to deal with the data in this way to identify the proportion of women who wanted to labour and/or birth in water but were unable to do so and explore the reasons they did not labour and/or birth in water.
Six weeks post-birth information was collected from the women's medical records in relation to: their demographic data (parity and gestation when waterbirth agreement signed); obstetric data (cervical dilation at first water entry, transfer in labour, length of first, second and third stages, minutes spent in water, birthed in water, estimated blood loss, perineal status, delayed cord clamping); and neonatal outcomes (Apgar <7 at birth, birthweight, special care nursery admission).
Data analysis
Data were analysed using frequency distributions to summarise categorical data. Univariate comparisons (between those who laboured in water and those who did not and those who birthed in water and those who did not) were performed using χ 2 tests. 
RESULTS
A total of 502 women signed the agreement. Table 1 summarises the outcomes of the 199 (40%) who did not use water in labour and the 303 (60%) who did. Women who laboured in water were less likely than those who did not labour in water to be transferred to the tertiary birth suite (26% vs 62%; P < 0.001) and more likely to have a spontaneous vaginal birth (88% vs 69%; P < 0.001) or a third stage of labour lasting 11-30 min (51% vs 34%; P < 0.001).
The reasons women did not use water in labour included: induction in labour; not enough time to prepare pool (as labour progressed too quickly); pre-labour, preterm rupture of membranes; pregnancy-induced hypertension; undiagnosed breech; and maternal pyrexia. 11-30 min (61% vs 36%; P < 0.001); delayed cord clamping (60% vs 31%; P < 0.001); and an estimated blood loss <500 mL (83% vs 68% P < 0.001).
Of the 22 infants admitted to Special Care Nursery, nine birthed in water and 13 did not. Of the infants who birthed in water, four had respiratory distress, two had suspected infection, one had meconium aspiration, one had treatment for hyperbilirubinemia and one had weight loss ≥10% at three days post-birth.
Of the infants who did not birth in water seven had respiratory distress and six had suspected infection. Seven of these infants were transferred to the tertiary obstetric centre prior to birth (two were born by caesarean section and five had an assisted birth). . ‡Excludes n = 26 of the n = 30 women who had a caesarean birth and did not have a second stage labour. §Excludes n = 30 women who had a caesarean birth. † †Of n = 45, n = 19 had suspected infection, n = 19 had respiratory distress, n = 4 had meconium aspiration, and n = 3 had treatment for jaundice. . ‡Only included the n = 254 women who had a vaginal examination prior to entering the pool in labour. §Of the n = 80 transferred in labour, n = 7 women who birthed in water and were transferred in labour, were all transferred in the third stage of labour.
¶Excludes n = 11 women who had a caesarean birth. Table 3 summarises the obstetric outcomes of primiparous and multiparous women who used water immersion in labour.
Primparous women were more likely than multiparous women to be transferred in labour (37% vs 15%; P < 0.001) and have an assisted delivery (13% vs 3%; P < 0.001). Multiparous women were more likely than primparous women to have: a first stage of labour lasting ≤240 min (63% vs 26%; P < 0.001); a second stage of labour lasting ≤60 min (91% vs 44%; P < 0.001); an intact perineum (53% vs 37%; P < 0.011); and birth in water (73% vs 46%; P < 0.001). . ‡Only included the n = 254 women who had a vaginal examination prior to entering the pool in labour. §Of the n = 80 transferred in labour, n = 7 women who birthed in water and were transferred in labour, were all transferred in the third stage of labour.
¶Excludes n = 11 women who had a caesarean birth.
Simultaneous multivariable modelling of the characteristics associated with women who laboured in water stratified by those who birthed in water (Table 4) Although our sample was small, we found waterbirth was low risk for both mother and child similar to other powered studies. 13, 14 It is difficult to identify a similar low- It has been recommended that maternity units who offer water immersion for labour and birth should collect and publish their data. 9, 10 We also suggest there should be a national body, which collects and publishes waterbirth data that can assist women in making an informed choice in relation to the benefits and risks of waterbirth, which are currently difficult to assess due to a lack of high-quality safety data. The majority of published evidence around this topic is observational and descriptive and although outcomes may be useful they do not demonstrate cause and effect. As discussed previously, meta-analysis has found variability and high heterogeneity in relation to outcomes concerning water immersion for birth. Women wanting to labour or birth in water are predominantly cared for by midwives working within a midwifery continuity of care model. 19 The Lancet's midwifery series examined the contribution midwifery can make to the quality of maternity care.
Three factors highlighted in this series resonate with caring for women requesting water immersion for labour and/or birth. The first relates to the need for midwifery services that are responsive to women's needs and wants; 23 as discussed earlier in this paper water immersion is an increasingly popular birth choice.
The second factor highlights the value of midwives working collaboratively within interdisciplinary teams to provide optimal care for women and neonates who develop complications; 24 as our study highlights transfer to the birth suite in the main hospital for an obstetric complication was not uncommon. As such, maternity services offering women water immersion must have procedures and policies which are ratified by obstetricians, neonatologists and midwives to ensure optimal care and outcomes. Finally, the Unadjusted and adjusted odds ratios (ORs) and 95% confidence intervals for each characteristic are shown. N/S, not significant.
Lancet series highlights the need for high-quality contemporary evidence 25 on the effectiveness of specific practices. As discussed previously, informed choice around waterbirth is incumbent on providing women with accurate data on water immersion as an option for labour and/or birth.
Limitations
The data were collected from the women's medical records which relied on accurate input of data by clinical midwives. It was not pos- 
CONCLUSION
Not all women who set out to labour and birth in water achieve their aim; although our analysis suggested being multiparous was an advantage. To make an informed choice, there is a need for more high-quality collaborative research so women can be aware of the reasons why this birth preference may not occur. Finally, to ensure optimal care and outcomes for women selecting this birth option, respectful collaboration between obstetricians, neonatologists and midwives is essential.
